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Project Name: Status of Filing in Domicile: Authorized
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Requested Filing Mode: Review & Approval Domicile Status Comments: Iowa is a part of

the Interstate Compact, and we received

approval from the Compact on 7/19/2010.
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Filing Description:

Form EAP009 (6-10), Application for Individual Life Insurance for Youth Products is a new form and will not replace an

existing form. Our licensed representatives will utilize this application for clients who will be applying for our Youth

Products. Following is a list of these products and their approval dates:

 

LP810 Single Premium Term to Age 25 approved 02/15/1989

LP816 Term to Age 25 with Premiums Payable for Two Years approved 08/17/1993



PDF Pipeline for SERFF Tracking Number EMCN-126731167 Generated 07/22/2010 01:15 PM

SERFF Tracking Number: EMCN-126731167 State: Arkansas

Filing Company: EMC National Life Company State Tracking Number: 46268

Company Tracking Number: EAP009 (6-10)

TOI: L08 Life - Other Sub-TOI: L08.000 Life - Other

Product Name: Application for Individual Life Insurance for Youth

Project Name/Number: /
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This submission contains no unusual or possibly controversial items from normal company or industry standards.

 

This application was written to be readable and easily understood by insureds. The form achieved a flesch score of 53.

 

Bracketed matter shown in the application is subject to change. The accompanying Statement of Variability provides an

explanation of the variable items applicable to this form.

 

Our licensed representatives will use this application when meeting with clients and applying for term or whole life

insurance. It will be used in both paper and electronic format.

 

Our electronic application process complies with the Uniform Electronic Transaction Act. The applicant can review

and/or correct any information entered into the application screens before signing the application.  Appropriate

encryption standards have been implemented to prohibit alteration of the application after the applicant has signed it.

Once completed, the information is transmitted to the home office via a secured web protocol.  At the end of the process

the completed application will be printed and be formatted the same as the application submitted in this filing.  Both

internal and external safeguards for electronic information have been implemented by our Technical Services

Department.

 

There are two additional forms that we have included for information purposes only. Both will be used regardless of

whether the application is completed via paper or electronically. One is the Parental Authorization form. Whenever the

applicant is not a parent, if the parent is not present to sign, we will require this form to be filled out and returned to our

office. The other form is the Check Plan Authorization form. Whenever an applicant chooses Monthly Check Plan we will

need this information in order to set up the automatic drafts from their account.

 

Should you have any questions, please contact me at 515-237-2146, or via electronic mail at mjohnson@emcnl.com.

Thank you.

Company and Contact

Filing Contact Information

Michele Johnson, Actuarial Analyst mjohnson@emcnl.com

4095 NW Urbandale Dr. 515-237-2146 [Phone] 

Urbandale, IA 50322 515-237-2281 [FAX]

Filing Company Information

EMC National Life Company CoCode: 62928 State of Domicile: Iowa

4095 NW Urbandale Drive Group Code: Company Type: L and Health
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APPLICATION  FOR INdIvIduAL LIFe INsuRANCe FOR YOuTH PROduCTs 

EMC NATIONAL LIFE COMPANY  •  P.O. Box 9202  Des Moines, Iowa 50306-9202

EAP009 (6-10)                                                                                         Page 1 of 4

6.   MOde   [q Single Premium $            ]    

   [q Planned Premium $              q Annual     q Semiannual     q Quarterly     q Monthly Check Plan] 

 1. PROPOSED INSURED (Please print all entries.)

  FIRST NAME   MIDDLE NAME   LAST NAME     SOCIAL SECURITY NUMBER 

 ADDRESS         q FEMALE DATE OF BIRTH    AGE  
            q MALE       

 CITY     STATE    ZIP + 4 DIGIT       TELEPHONE NUMBER   

 Is the proposed insured a U.S. citizen?   q YES       q NO      If no, provide details on a separate sheet and send copy 
   of permanent resident visa card. 

 2. PRIMARY BENEFICIARY 
  NAME (First, M.I., Last)      DATE OF BIRTH    SOCIAL SECURITY NO.    RELATIONSHIP      %                 

(          )

   CONTINGENT BENEFICIARY 

  NAME (First, M.I., Last)      DATE OF BIRTH    SOCIAL SECURITY NO.    RELATIONSHIP      %                 

 3. OWNER
  FIRST NAME   MIDDLE NAME   LAST NAME     SOCIAL SECURITY NUMBER 

 ADDRESS              DATE OF BIRTH     
                   
 CITY     STATE    ZIP + 4 DIGIT           RELATIONSHIP TO INSURED  

 4. AMOUNT OF INSURANCE [Youth Plus Term:   q $5,000     q $7,500     q $10,000     q $20,000]    
        [Young American Increasing Whole Life:   $                            ($2,000 - $35,000)]
      [Future Youth Product]  

 5. PREMIUM OPTIONS  [Youth Plus Term:  q Single Premium    q 2 Year Payment Plan]       
   [Young American Increasing Whole Life:   q Single Premium    q 5 Pay    q 10 Pay   
    q 20 Pay    q Continuous]
   [Future Youth Product]  

7. DOES PROPOSED INSURED HAVE ANY EXISTING LIFE/ANNUITY COVERAGE?  q YES q NO  
  WILL THIS POLICY REPLACE ANY EXISTING LIFE/ANNUITY COVERAGE?    q YES q NO

If yes to either above question, specify coverage below (including EMCNL coverage). 

Complete replacement form applicable to your state and send with the application.

EAP005

Company Policy Number Life Amount To Be Replaced?

q YES       q NO

q YES       q NO

q YES       q NO

[ ]



  

10. HAS THE PROPOSED INSURED BEEN DIAGNOSED OR TREATED BY A MEDICAL PRACTITIONER IN  
 THe PAsT TeN YeARs: (If yes, give details below.) Yes    No
A. Cancer in any form? .......................................................................................................................................................... q  q
B. Heart or coronary disease, stroke, disorder of blood vessels? .................................................................................. q  q
C. Mental illness requiring hospitalization or inpatient treatment, diabetes, disorder of the lung, 
 kidney, stomach, liver, intestine? ....................................................................................................................... q       q
D.	Tested	positive	for	exposure	to	the	Human	Immunodeficiency	Virus	(HIV)	or	been	diagnosed	as	having	
	 Acquired	Immune	Deficiency	Syndrome	(AIDS)? ........................................................................................................ q  q
E.	Within	the	last	five	years,	has	the	person	proposed	for	coverage	been	hospitalized	for	any	treatment	of	any
 disease or condition not stated above? ............................................................................................................. q   q
F.  Is the person proposed for coverage currently awaiting surgery, diagnostic testing, results of diagnostic testing 
 or been advised to have diagnostic testing or consultation with a medical practitioner? ...................................   q  q
                   
                   

11. PROVIDE DETAILS OR SPECIAL REQUESTS             

Representations and Acknowledgements I/we, the undersigned, represent, agree to and understand the following: 
A. All of the answers and statements in this application are true and complete to the best of my knowledge and belief, that the 
 statements and answers in the application are the basis for any policy issued by the Company and that no information about  
 me will be considered to have been given to the Company unless it is stated in the application. I agree that this application  
 and any policy, amendments and riders shall constitute the entire contract. 
B. The agent is not authorized to waive answers to any questions, modify the contract or grant acceptability of insurance and  
 that notice to or knowledge of the agent, or any other person concerning the health or insurability of any proposed insured  
 shall not be notice to our knowledge of the Company unless it is fully disclosed in writing in this application or as a signed  
 and dated attachment. 
C. The effective date and any insurance coverage are subject to the terms of the Conditional Coverage Receipt. I have received  
 a copy of the Fair Credit Reporting Act and MIB, Inc. notices. 
D. FRAUD NOTICE/WARNING: Any person who knowingly presents a false statement in an application for insurance may be  
 guilty of a criminal offense and subject to penalties under state law.

Signatures  Parent or Guardian           Owner          

  Date         Dated at                 Children age 18 and over        

Required Agent Report    Yes    No
A. Have you personally asked the questions on this application of the proposed insured or parent of 
 proposed insured, if a minor? .......................................................................................................................................... q  q
B. Have you accurately recorded information given to you by all persons proposed for coverage? ........................  q  q
C. To the best of your knowledge, will the insurance applied for replace any existing annuity/life policy(ies)? .....  q  q
D. As applicable, have you given disclosure/replacement notices as required by your state?............................... q       q
E. Were the notices regarding MIB, Inc. and the Fair Credit Reporting Act given? ............................................... q       q
F. (Applicable to life policies with non-guaranteed elements where required by state law) Unless a completed 
 signed illustration is submitted with this application, I certify that no personalized sales illustration was used 
 in my presentation. A fully compliant sales illustration will be provided to my client no later than the date the
 policy is delivered. .............................................................................................................................................. q  q
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Agent’s Printed Name                                                                   Agent’s Signature                                                                   

Date                            License No. (if required)      Agent No.    Commission %       

Commissions Split (if applicable): Agent Name      Agent No.    Commission %       

 9. ADDITIONAL PERSON TO RECEIVE LAPSE NOTIFICATION (if desired) 

 FULL NAME     ADDRESS/CITY/STATE/ZIP   RELATIONSHIP

 8. PAYOR (specify one) q Insured  q Owner  q Other If other, provide: 

 FULL NAME     ADDRESS/CITY/STATE/ZIP   RELATIONSHIP



AUTHORIZATION TO OBTAIN AND DISCLOSE INFORMATION

I, the undersigned, understand EMC National Life Company (EMCNL), its reinsurers, insurance support organizations and their 
authorized representative, may obtain medical and other information in order to evaluate my application for insurance. I authorize 
any Medical Providers, as described below, to disclose or release Protected Health Information, as described below, to EMC 
National Life Company, P.O. Box 9144, Des Moines, Iowa 50306-9144 or its authorized representative.

•	 Medical	Providers:	All	physicians,	medical	or	dental	practitioners,	hospitals,	 clinics,	pharmacies,	pharmacy	benefit	managers,	
other medical care facilities and all other providers of medical or dental services who have provided treatment or other health care 
services to me or on my behalf.

•	 Protected	Health	Information:	Any	and	all	records	and	health	 information	within	such	Medical	Person’s	possession	such	as	
medical history, entire medical records, mental, psychiatric (excluding psychotherapy notes) and physical condition, prescription 
drug records, tobacco, drug and alcohol use and any other protected health information concerning me. This includes information 
which may be considered to be a communicable or a sexually transmitted disease, which may include, but are not limited to 
diseases	such	as	Hepatitis,	Syphilis,	Gonorrhea,	the	Human	Immunodeficiency	Virus	(HIV)	and	the	Acquired	Immune	Deficiency	
Syndrome (AIDS).

In	addition,	I	authorize	the	Veterans	Administration,	the	MIB,	Inc.,	my	employer,	consumer	reporting	agency,	insurance	company	
or other organization who possesses information, records or knowledge of me including information about drugs, alcoholism 
or mental illness, to furnish such information to EMCNL, its reinsurers and their authorized representative upon presenting this 
authorization.

By my signature below, I acknowledge that any agreements I have made to restrict my Protected Health Information do not apply 
to this authorization and I instruct any Medical Provider to release and disclose my entire medical record without restriction.

The purpose of the release of the above information is for EMCNL to evaluate and underwrite an application for insurance coverage, 
to determine the rates and terms that apply to such insurance coverage, and/or to resolve any issues of incomplete, incorrect or 
misrepresented information on the application which may arise during the processing of the application.

This authorization will remain in effect from the date signed below for a period of two years, and a copy of this authorization is as 
valid as the original. I understand that this authorization may be revoked at any time by sending written notice of such to EMCNL 
at the address above. The right to revoke this authorization is limited to the extent that EMCNL has taken action in reliance on 
the authorization or the law provides the Company with the right to contest a claim under the policy for which I have applied or to 
contest the policy itself. I understand that any information that is disclosed pursuant to this authorization may no longer be covered 
by federal rules governing privacy and confidentiality of health information, but it will not be redisclosed by the recipient except 
as authorized by me or as allowed by law. EMCNL or its reinsurers may make a brief report regarding me or my children to other 
insurance companies to whom I have applied or may apply.

I understand that my Medical Providers may not refuse to provide treatment or payment for health care services if I refuse to sign 
this authorization. I further understand that if I refuse to sign this authorization, EMCNL may not issue the insurance coverage for 
which I am applying or if coverage has been issued may not be able to make any benefit payments. I understand that any Personal 
Representative or I will receive a copy of this authorization upon request.

I authorize EMC National Life Company to obtain an investigative consumer report on me, if required.

Signature of Parent or Guardian Printed Name Date

Children age 18 and over Signature Printed Name Date
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ALWAYS DETACH AND GIVE TO APPLICANT 

FAIR CRedIT RePORTING ACT

In Compliance with 15 USC 1681 et. seq., this notice is to inform you that:

In making this application for insurance it is understood that an investigative consumer report may be made whereby information 
is obtained through personal interviews with third parties, such as family members, business associates, financial sources, friends, 
neighbors, or others with whom you are acquainted. This inquiry includes information as to your character, general reputation, 
personal characteristics, and mode of living, whichever may be applicable. You have the right to make a written request to EMC 
National Life Company, P.O. Box 9144, Des Moines, IA 50306-9144 within a reasonable period of time for a complete and accurate 
disclosure of additional information concerning the nature and scope of the investigation.

NOTIFICATION REGARDING THE MEDICAL INFORMATION BUREAU

Information regarding your insurability will be treated as confidential. EMC National Life Company or its reinsurer(s) may, however, 
make a brief report thereon to the MIB, Inc., formerly known as Medical Information Bureau, a not-for-profit membership organization 
of life insurance companies, which operates an information exchange on behalf of its members. If you apply to another MIB member 
company for life or health insurance coverage, or a claim for benefits is submitted to such a company, MIB, upon request, will 
supply such company with the information about you in its file.

Upon receipt of a request from you, MIB will arrange disclosure of any information in your file. Please contact MIB at 866-692-
6901	(TTY	866-346-3642).	If	you	question	the	accuracy	of	information	in	MIB’s	file,	you	may	contact	MIB	and	seek	a	correction	in	
accordance	with	the	procedures	set	forth	in	the	Federal	Fair	Credit	Reporting	Act.	The	address	of	MIB’s	information	office	is	50	Braintree	
Hill Park, Suite 400, Braintree, Massachusetts 02184-8734.

EMC National Life Company, or its reinsurer(s) may also release information from its file to other insurance companies to whom you may apply for 
life or health insurance, or to whom a claim for benefits may be submitted. Information for consumers about MIB may be obtained on its website at  
www.mib.com.

COMPLETE, DETACH AND GIVE TO APPLICANT ONLY WHEN FULL FIRST PREMIUM IS PAID WITH APPLICATION 

CONdITIONAL COveRAGe ReCeIPT

RECEIVED	FROM	______________________	,	this	_____	day	of	_________	the	sum	of	$	_____________,	subject	to	the	terms	
and conditions of the policy, as full (check one)  G single premium   G annual   G semiannual   G quarterly   G monthly check plan 
premium,	along	with	the	application	bearing	the	date	of	this	Receipt,	for	coverage	on	_________________________________,	
the Proposed Insured(s).

TERMS AND CONDITIONS

“Effective Date” as used herein means the later of a) the date the application is signed; b) the date of completion of all medical 
examinations, if required; or c) the requested Effective Date shown on the application.

Coverage may become effective prior to the policy delivery if and when all of the following conditions are met:

1. The amount of the payment is equal to the first full premium selected and the payment is taken with the application;

2. The Proposed Insured(s) must be, on the Effective Date as defined above, a risk acceptable to EMC National Life Company under 
its rules, standards and practices for the exact contract of insurance and premium applied for, without any modifications; and

3. The contract is issued exactly as applied for within 60 days from the date of the application. If the application is declined or disapproved 
or if the contract is not issued within 60 days from the date of application, then this condition has not been fulfilled, no coverage is or 
has been provided under the terms of this Conditional Receipt, and any premium paid will be returned.

If any of the above conditions is not met, there shall be no liability on the part of EMC National Life Company except to return the 
premiums collected with the application.

This Receipt shall be rendered void if it is modified or altered, or if a check or draft given in payment is not honored. No agent or 
broker of EMC National Life Company, P.O. Box 9202, Des Moines, IA 50306-9202 is authorized to waive or alter any of the above 
conditions.

                                                                                                                                                                                                                                                             
Applicant’s Signature                                                     Agent’s Signature                                                  Date        

ALL PREMIUM CHECKS OR DRAFTS MUST BE MADE PAYABLE TO EMC NATIONAL LIFE COMPANY. 
DO NOT MAKE CHECKS PAYABLE TO THE AGENT. DO NOT LEAVE THE PAYEE BLANK.
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I, as a parent of _______________________________________________ (the “Proposed Insured”), consent 

to and approve the application for insurance upon the terms and conditions contained in the application to 
EMC National Life Company.

Dated ___________________, 20_____, applied for by _______________________________________,

the _____________________________________________________________ of the proposed insured, and

certify that I have read the application and that the statements and answers in it are complete and true to the 
best of my knowledge and belief.

Dated at _____________________, the _______________ day of _______________________, 20 _____.

__________________________________________ _________________________________________

__________________________________________ _________________________________________

(Name of Child)

(Name of Applicant)

(Signature of Witness)

(Signature of Agent)

(Signature of Parent)

(Policy Number)

(Relationship to Proposed Insured)

LP594 (5-10)

AUTHORIZATION OF PARENT TO APPLICATION FOR INSURANCE

EMC, flag design and Count on EMC are registered trademarks of Employers Mutual Casualty Company.



   CHeCK PLAN AuTHORIZATION

      TRANSIT NUMBER FIELD                    ACCOUNT #

I hereby request the privilege of paying premiums to EMC National Life Company, its successors and assigns (hereinafter 
referred	to	as	the	Company)	under	the	Company’s	Check	Plan	and	hereby	authorize	the	Company	to	initiate	variable	entries	
to my checking/savings account for the purpose of paying said premiums on the above named account.

1) Unless otherwise specified, the draft date will correspond to the policy date.

 Requested Draft Date: ____________________________.   Do not choose a day more than 15 days after the policy  
 effective date. Do not use the 29th, 30th or 31st of the month. If Universal Life Plan, draft date must be no later than  
 policy effective date.

2) The privilege of paying premiums under this plan may be revoked by the Company if any entry is not paid upon 
 presentation.

3)  This plan shall not be construed as a modification of grace periods or of any other provisions of the policies except that during the  
 continuance of this plan, the Company shall not be required to give notice of monthly premiums becoming due on any of  
 the policies issued to the undersigned.

4) The payment of premiums under this plan may be discontinued by the Company or the undersigned upon thirty (30)  days  
 written notice.

5) This plan shall apply to the applications or other policies listed below that are to be included on this payment.

ATTACH vOIded CHeCK HeRe
No Deposit Slips, Please!

Existing EMCNL Policy No. (if any)       Name 

1.              
        Signature of Account Holder/Policy Payor 

2.       

3.              
        Date 

          
Name	of	Financial	Institution		 	 Institution’s	Address	

        
Name	on	the	Account	 	 Institution’s	City,	State,	Zip+4

This must agree with the financial institution signature card. Include name of firm if checks are drawn on a business account. 
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